INTRODUCTION P
AIN IS GAINING RECOGNITION as a public health problem that has significant economic, clinical, and humanistic impact, on individuals as well as society. Pain has been estimated to cost the U.S. economy from $85 to $90 billion per year 1 and is the second most common U.S. health problem resulting in work absenteeism. 2 It has many different forms and names, including persistent pain and chronic non-malignant pain (CNMP); the differences between them are discussed specifically below. In studies, CNMP has been shown to affect anywhere from 2% to 40% of the general population, with the percentages being generally even higher for older adults in long-term care (LTC) facilities. [3] [4] [5] Not only does CNMP have a significant rate of prevalence, it also often results in various detrimental effects on individuals' social, psychological, behavioral, and physical functioning. 6, 7 Despite the multidimensional nature of the impact of pain, it has not received the same care management attention as some other high-impact conditions such as diabetes, congestive heart failure, and asthma. This can be explained partially by the fact that pain is a symptom that spans many disorders, rather than being a disorder itself. Nevertheless, persistent pain and CNMP do meet the usual criteria for identifying conditions that will most benefit from care management (eg, high prevalence, high impact, high cost, high variability in management and adherence, and high likelihood of success in improving outcomes given appropriate management). Care management involves an interdisciplinary coordination of services with a focus on maximizing individuals' functioning and independence. 8 As persistent pain is often under-or inappropriately treated, 3, 9 care management provides a method through which to identify a population at risk and to integrate individualized treatment across populations, conditions, and delivery systems. After a selected population is risk-or severity-stratified, appropriate care management interventions can then be targeted to individuals and groups in a cost-effective manner.
In 2000, the American Pain Society (APS) issued a statement supporting efforts by managed care organizations "to implement systematic methods of pain assessment and management to facilitate quality care and to obtain reasonable outcomes for pain management activities." 2 To achieve this outcome with regard to chronic pain, it recommended the incorporation of four principles: identification, appropriate referral, education of and assistance to primary care providers (PCPs), and the development of management plans similar to those in existence for chronic diseases. 2 The APS suggested that the management plans should make use of guidelines and pathways, increasing the use of available resources and facilitating documentation of interventions' effectiveness. 2 However, because few evidencebased guidelines currently exist with regard to CNMP, the APS suggested that managed care organizations devise their own, internal ones. 2 Given the current situation in the United States with regard to the high incidence of pain and the lack of specific, targeted, and coordinated interventions, the effective implementation of selected care management strategies and principles could greatly improve the overall management of pain.
This paper presents a literature-based introduction to the impact of pain and issues surrounding implementation of care management activities specific to pain management. The intention is not to provide clinical guidelines and treatment recommendations but rather to offer an introduction for care management professionals, in order to encourage the development of appropriate pain management programs.
PAIN
A number of different terms are used to describe longer-lasting pain, though the interchangeable nomenclature can cause confusion and lead to comparability problems in research. 10 This paper, when possible, uses "persistent pain"-referring to non-malignant painto highlight the less negative connotation, the ongoing nature of sensations, and the frequent need for around-the-clock pain management associated with the term, although both "persistent" and "chronic" are used in the literature, without any consistent differentiation. 11 According to the International Association for the Study of Pain, pain is "an unpleasant sensory and emotional experience associated with actual and potential tissue damage, or described in terms of such damage," and chronic pain is pain that "persists beyond the normal time of healing." 12 Chronic or persistent pain, therefore, is not associated only with specific physical injury or dysfunction but also has independent psychological and behavioral components. 6, 13 In addition, persistent pain has a different pathophysiologic etiology than acute pain, with that of persistent pain being less well understood. 14 Some of the most common forms of persistent pain involve pain associated with recurrent headaches, low back pain, and arthritis. While it is clearly differentiated from acute pain because of its ongoing nature, in terms of duration persistent pain has been evaluated to be pain lasting for as little as 1 month or as much as 6 months, with some studies choosing to concentrate on lifetime prevalence. 13, 15 
CLINICAL IMPLICATIONS
Numerous studies on CNMP have shown it to affect a significant portion of individuals, and it has been suggested that a prevalence estimate of 10% for the general population should be considered conservative. 13 More individuals present in medical settings with non-malignant pain problems than with any other condition. 16 Individuals with CNMP visit a healthcare practitioner 10.1 times in a 6-month period-as compared with 1.9 times for individuals without pain. 17 Of those aged 20-64 in the United States, 26 million have chronic back pain. 18 Additionally, the prevalence of persistent pain in older adults has been estimated to be even higher than for the population at large. Adults over the age of 65 experience twice as many chronic pain conditions as those who are younger. 19 A systematic review of studies to date revealed that 49-83% of residents of long term care (LTC) facilities experienced some form of pain. 3 A study of all U.S. nursing home residents showed that 14.2% had persistent pain over two assessments and that of those who were in pain at the time of the first assessment, an average of 41.2% were in severe pain at follow-up 2-6 months later. 20 In many studies a relationship has also been found between gender and the reporting of persistent pain. A large, multinational World Health Organization (WHO) study found that women across countries tended to have rates of persistent pain that were higher than those for men, although the reasons behind this trend remain elusive. 15 With the exception of the case of individuals suffering from arthritis, however, persistent pain is not often associated with a demonstrable disease. 16 This, along with an absence of adequate education on the part of healthcare consumers and providers and an absence of standards and guidelines for care, makes reliable identification and treatment of persistent pain difficult. 9, 21 In consequence, care management strategies used to identify and screen potential populations and then implement individualized treatment plans have great potential for addressing the needs of this underserved population. On a clinical level, it is imperative that both healthcare practitioners and consumers become more aware of the issues surrounding persistent pain. 2 
ECONOMIC IMPLICATIONS
The economic impact of persistent pain on the U.S. economy as a whole and on managed care organizations in particular is formidable. The economic impact of pain includes both direct and indirect costs-costs relating to utilization of goods and services designed to alleviate pain as well as those associated with inefficiency and impairment in on-the-job functioning. The total societal costs related to pain have been estimated to exceed $80 billion per annum, and each year an estimated 4 billion workdays are lost. 1, 22 These costs are shouldered predominantly by employers. Workers in pain not only take sick days but also are less likely to perform efficiently even when they are at work. 23 Individuals suffering from persistent pain also have an increased usage of healthcare provider services, including emergency department visits and inpatient stays. 16 Workers' compensation systems on both the state and the private level are affected by the high rates of disability associated with persistent pain. 2 In total, the annual costs associated with persistent pain exceed even those related to many major, financially burdensome, conditions. 24 Specifically, taken together, three persistent pain conditions (back and neck pain, facial pain, and headache) have a total annual ageadjusted mean cost of $13,303, as compared with costs of $7,626, $5,649, $6,554, $10,246, and $13,139 for heart disease, hypertension, respiratory disease, HIV infection, and stroke, respectively. 24 The percent increase in healthcare cost for persons with these three persistent pain conditions, compared with costs for individuals without the conditions, varies from 136% to 187%. 24 While cost should not be the only factor in decisions related to health care, the delivery of cost-effective services is crucial to the improvement of health outcomes in the United States, where determinations about care are frequently closely linked to their economic impact. As chronic conditions account for a large percentage of healthcare costs in general, focusing on more effective and accurate assessment and treatment of persistent pain is one method of reducing economic strain for individuals as well as society.
HUMANISTIC IMPLICATIONS
In addition to the economic burden pain places on individuals and society, with it also comes an increased risk of a reduction in quality of life. Pain leads to a lowering of mood and the ability to function in daily roles. 25 Persistent pain can cause an individual to withdraw from previously pleasurable and satisfying activities as well as impede her/his capacity to fulfill personal, familial, and societal expectations. The previously cited multinational WHO study found that persons with persistent pain were likely to have missed 3 or more days in the previous month from their usual activities. 15 A significant association between persis-tent pain and psychological disorders such as depression and anxiety was also found: "After adjusting for center [research site], age, sex, and physician-rated severity of physical disease, the odds of having a psychological disorder meeting diagnostic criteria among persons with persistent pain showed a 4-fold increase over those not affected by persistent pain." 15 This relationship between pain and psychological dysfunction has also been documented for older adults living in LTC facilities. 4 Older individuals are already more likely to suffer from conditions that often lead to persistent pain, such as arthritis, bone and joint disorders, and back problems, making this population especially vulnerable to the prospect of decreased quality of life. In addition, having persistent pain is associated with higher risks of depression and other psychological disorders, which negatively impact quality of life and also have been shown to be associated with growth in overall healthcare expenditures.
NEED FOR IMPROVING THE MANAGEMENT OF PAIN
Given the prevalence of pain in the general population, the high costs associated with pain treatment and disability resulting from pain, and the serious impact persistent pain has on quality of life, the lack of concentrated attention devoted to the issue and the high incidence of undertreatment is surprising. In late 2000, the U.S. Congress declared this to be the Decade of Pain Control and Research, and pain has been acknowledged in many circles to be the fifth, and equally important, vital sign; yet increases in knowledge about pain and the development of tools with which to assess and treat pain have not resulted in corresponding improvements in the delivery of adequate care to individuals. Pain remains undertreated, and four out of 10 individuals suffering from moderate to severe chronic pain are not provided with adequate pain relief. 18 With regard to older individuals, a study which documented that 26% of LTC residents suffer from daily pain represents a fairly typical finding. 4 In this study, of the residents who had CNMP, 25% did not receive any analgesics at all. These data point to serious shortcomings in the present system of managing pain. Inadequate knowledge and misunderstandings about the nature of persistent pain, limited availability of assessment strategies and guidelines, deficiencies in the areas of training and skills, too little use of pain medications and pain relieving therapies, and a lack of interdisciplinary cooperation, on the part of both consumers of health care and the medical community, are all areas that need to be addressed.
CASE FOR CARE MANAGEMENT SPECIFIC TO PAIN
Care management emphasizes patient and provider education and the coordination of services and interventions, in order for treatment to take place appropriately, across the spectrum of care, without gaps in provision. Improved identification, screening, and provision of services could help reduce the problems and suffering associated with persistent pain, provide a more accurate picture of the size and characteristics of the population burdened by the condition, and reduce direct medical costs and the economic strain of lost productivity. Implementation of care management principles also could reduce costs through earlier detection and treatment, thereby reducing the need for long-term and increasingly expensive services, facilitating the targeting of care on an individualized basis, and reducing overlap of services.
With the enormous clinical, financial, and humanistic impact of persistent pain, its continued undertreatment and underdiagnosis pose significant problems. Strategies should be developed and implemented in order to address these concerns, and care management principles offer tools with which the current situation could be improved. The implementation of care management principles in relation to persistent pain would mirror the suggestions made by the APS. By including care management in an integrated system of healthcare delivery, implications of prior research and suggestions for improvement of care could be disseminated and serve to heighten the consumer and provider awareness of persistent pain as a condition. Care management would also focus attention on increased interdisciplinary coordination and cooperation to identify potential populations, screen and assess them, design individualized care management plans, implement them, and then monitor and evaluate the effectiveness of the outcomes. For example, indicators developed by an expert panel could be used to screen and identify patients presenting with persistent pain, making initial evaluations more efficient. Once patients were identified, a broad array of presently available interventions could be used to enhance patient care, producing not only better financial and clinical results, but also higher patient satisfaction.
Currently, there is some evidence that the quality of life for persistent pain sufferers would be improved through treatment provided at as early a point in the progression of the condition as possible. 25, 26 However, every step in the process of care for persistent pain could benefit from improvement. Implementation of care management principles can offer individuals with persistent pain, as well as providers, access to resources that are not widely utilized at present, but efficiently and effectively identifying and stratifying those in need remains a challenge to be overcome. In addition, quality improvement initiatives, outcomes measurement, and cost containment have yet to be well integrated in the model of care. Only with a systematic, well-coordinated, and practicable vision will the suffering of individuals with persistent pain be alleviated. Care management principles, consistently applied, provide the foundation for improving outcomes for individuals living with this prevalent, economically burdensome, and potentially debilitating condition.
CURRENT MANAGEMENT
Although the adoption of an interdisciplinary mode of care for persistent pain is being increasingly stressed, the relief of persistent pain through the use of analgesics and other medications remains an important component of any set of intervention principles, and a variety of pharmacological interventions exist. 27, 28 Opioids continue to be a mainstay in terms of treating moderate to severe persistent pain, but other medications, not indicated in cases of acute pain, have also been found to be effective, including antidepressants, antiepileptics, and local anesthetics. 14, 29 Acute pain and persistent pain differ substantially and require different approaches, making management issues inherently more complex in the case of persistent pain. Long-term, around-theclock control of pain should be the focus of treatment, with the use of as needed medications limited to acute episodes. 29 Yet despite the availability of a large variety of medications, they are often underused, in part because of patients' and providers' concerns about addiction, tolerance, regulations about and diversion of controlled substances, and side effects. 28, [30] [31] [32] At least partial resolution of these issues could be achieved through care management's standard of individualized treatment plans and coordination of care. In this regard, the continued education of PCPs-often the first to see or the ones to monitor patients in pain-on issues related to the symptoms and treatment options of persistent pain can help individuals find relief. 27 The APS advocates "timely and effective assessment and treatment of pain" by PCPs, and for referrals to specialists when needed. 2 While medications, when used appropriately, can be very effective in providing relief from pain, the treatment of persistent pain should not be limited to the use of pharmacologic interventions alone. At present, attention is being devoted to developing and implementing pain management standards and guidelines, but there are no widely used evidence-based guidelines dealing with persistent pain. 2 Numerous instruments exist for assessing pain, 5, 33 but the more widespread and fundamental issue of systematically identifying and assessing potential populations remains relatively unaddressed.
The effectiveness of multidisciplinary pain treatment centers has been documented, and they are highly regarded in terms of the treatment of persistent pain. 34, 35 In these settings, treatment usually involves a number of coordinated services, often cognitive-behaviorally based, including education, stress manage-ment, relaxation, and biofeedback, in addition to medication management. While not all studies report clinically significant differences between treatment and control groups, 34 several studies have shown reductions in patients' pain severity, mood, and physical impairment after the completion of a multidisciplinary pain management program. [36] [37] [38] [39] For example, results from one randomized controlled trial examining in-and outpatient treatment programs for persistent pain showed that patients who attended one of the two programs had a significant reduction in average pain intensity compared with those in the control group. 35 Treatment for inpatients included education, behavioral pain management, cognitive restructuring, counseling, medication management (if needed), and positive reinforcement; outpatients attended an educational program including many of the components listed above; and patients in the control group were given standard medical treatments and assessments for a year. 40 Although the study sample size was relatively small and the design suffered from a number of limitations, it provided evidence that multidisciplinary programs can be effective in improving overall functioning for persistent pain sufferers and that more intensive programs achieve stronger results. Another study of a multidisciplinary pain program conducted in a military hospital setting found a significant drop in the number of clinic visits for participants of the program after the first 3 months of treatment, though this study had no control group. 16 Despite these encouraging findings, multidisciplinary programs remain out of the reach of many patients because the treatment is too expensive or programs are not covered by their health insurance. 34 Additionally, such programs are unavailable to a significant proportion of persistent pain sufferers because their condition remains undiagnosed. Underdiagnosis is a pressing concern in the arena of persistent pain, and continued development and use of methods for screening populations and identifying potential sufferers are imperative. However, even for those who have been diagnosed, inadequacies may still occur, as services relying solely on evidence-based approaches may not address the multifaceted nature of the condition or the comorbidities associated with it. A diagnosis of persistent pain carries with it at a minimum a higher risk for conditions such as depression, anxiety, and sleep disorder, and in the worst cases, it may lead to serious disabilities. 4, 15, 25 Care for persistent pain needs to revolve not only around population-based issues related to prevalence and evidence-based interventions, but also needs to reflect the broad nature of the condition and the necessity for individualized care management.
CONCLUSIONS
The idea of developing care management activities specifically around a symptom such as pain, rather than a disease, is controversial. However, the literature demonstrates that the prevalence and impact of pain exceed those of many diseases traditionally addressed through care management activities. Care management can step forward to fulfill an important role in relation to and address issues raised by the current state of persistent pain identification and treatment. While certain barriers to effective pain control exist, they are not insurmountable, and an examination of them can lead to a better understanding of the obstacles care management needs to address. Barriers can be divided into those relating to either attitude or aptitude: attitudinal ones include lack of interest, open-mindedness, and priority, while those related to aptitude pertain to lack of knowledge and skill. 18 By definition, care management involves education, prioritizing individual needs and services, increasing the application of individualized treatment, and improving outcomes. It, therefore, provides a useful outline of methods to overcome difficulties and improve the current state of persistent pain care. Attention can and should be drawn to persistent pain through a heightened exposure of the public and professionals to research findings and to suggestions based on these, which concentrate on improving care.
The fact that the current methods for addressing persistent pain in all of its forms need improvement is evident from even a cursory examination of the literature having to do with inadequate pain relief. Additionally, economic analyses show the glaring need for a restructuring of the current system in order to relieve the strain on purchasers, providers, and patients alike. Persistent pain is prevalent, it is costly, and it induces potentially severe and debilitating suffering. By addressing the deficits in the present system with regard to identification, information, and care, society can begin to address more effectively the complex set of problems associated with this condition. Care management provides a useful set of principles with which to begin to do this, and implementation of the methods associated with care management would offer comprehensive, individualized alternatives at all levels of treatment that are not typically available today.
To emphasize, the four principles detailed by the APS-identification, appropriate referral, education and assistance to PCPs, and the development of care management plans-could and should be the foundation for an action plan regarding persistent pain. While identification of persistent pain is a challenging issue, the development and widespread use of specialized, validated criteria to identify sufferers will contribute to the successful implementation of this step, as will the placement of an emphasis on patient and provider education. Appropriate referrals, an issue that permeates all points of the healthcare system, from patients to providers to insurance companies, can be facilitated through increased knowledge about persistent pain in general and about the specific networks of care available in different areas. By educating and assisting PCPs to make informed decisions based on the most recent medical evidence and individual patients' needs, early detection of persistent pain, successful implementation of treatment protocols, coordination of services, and cost reduction all become achievable goals. Finally, integrated, individualized care management plans similar to those used for chronic diseases should be developed, systematically implemented, and then periodically evaluated and updated, in order to provide each person with persistent pain the best care possible, as quickly and comprehensively as possible. Now is the time to implement a comprehensive care management strategy to begin to combat the effects of this prevalent, potentially debilitating, and costly condition.
